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of function after operation. These cases as well as all doubtful 
cases ought to be relegated to the medical man, who if he cannot 
always show the brilliant successes of the surgeon, will by his 
diligence preserve the patient from some of the unpleasant sequehe 
which can readily arise after even a well-judged operation. 

We express our appreciation to Dr. A. A. Berg, the head of the 
gastro-enterological service, for his many courtesies during the 
course of this work. s 

This paper is not intended to indicate in any way the'percentages 
of total or partial cures or of recurrences of some or all of the symp¬ 
toms after operation. The apparent emphasis put upon those cases 
with recurrent symptoms after operation was purposeful, in that 
we aimed particularly to investigate the causes for the recurrence 
of symptoms after operation. 


TWO CASES OF PROBABLE SYPHILIS OF THE INTESTINES. 

By D. A, Haller, M.D., 

AND 

I. C. Walker, M.D., 

BOSTON. 

(From the Medical Clinic of the Peter Bent Brigham Hospital, Boston.) 

Approximately 700 cases of syphilis have been under observation 
either in the wards or in the Outdoor Department of the Peter Bent 
Brigham Hospital during the past three years: Although a number 
of these cases have presented interesting lesions, the two cases which 
we report in this paper we believe to be very unusual. In this series 
of 700 cases there were 14 individuals who showed lesions of or symp-. 
toms referable to lesions of the alimentary tract. This is exclusive 
of early cases with mucous patches in the mouth and throat and 
similar lesions about the anus, and also exclusive of those cases, with 
positive findings in the spinal fluid, having gastro-intestinal symp¬ 
toms which were due to neurological conditions. Of the. 14 cases 
mentioned above, 9 showed syphilitic lesions recognized as being 
common: gumma of the tongue 4, gumma of the palate3, stricture 
of the rectum 2. In two other cases the gastro-intestinal symptoms 
were possibly due to syphilis. One, a woman, three months preg¬ 
nant with a —|—|—J- Wassermann reaction, complained of per¬ 
sistent vomiting which cleared up with rest in bed, light diet, and 
twodosesof salvarsan. A second case with a ++++ Wassermann 
reaction complained of pain and burning in the epigastrium and had 
a positive guaiac test in the stools. Operation disclosed nothing in 
the stomach or duodenum which would explain the symptoms. - She 
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was given no antisyphilitic treatment, and it has been impossible to 
get in touch with her. since she left the hospital. ■ What influence, if 
any, syphilis had in these two cases it is not possible to say. Another 
case with a ++++ Wassermann reaction'complained of vomiting 
and loss of weight, and bismuth roentgen-ray examination suggested 
carcinoma of the stomach. Under intensive antisyphilitic treat¬ 
ment for one month the patient gained in weight, but as repeated 
bismuth roentgen-ray studies showed no change in the stomach, 
laparotomy was done. A diagnosis of syphilis of the stomach was 
made at operation. The remaining two'cases of the group of 14 
we will consider in detail as probable cases of syphilis of the 
intestines." 

Case I.—J. P. N. Medical No. 25. White; mole; single; bom 
in Ireland thirty-two years ago. Entered the hospital April 14; 
1913, complaining of bloody diarrhea. 

Family History. One sister died of pulmonary tuberculosis 
seventeen years ago. Just before her death she developed a.bloody 
diarrhea. A second sister died of pulmonary tuberculosis thirteen 
years ago. A third sister died of the same condition seven years ago 
and developed a bloody diarrhea before death. An only brother 
died of pulmonary tuberculosis three years ago. Patient was not 
immediately exposed to infection from any of these cases. Father is 
living and well. Mother died seven years ago after an operation for 
' intestinal obstruction. 

Past History. Patient has not lived outside of the New England 
States and New Brunswick, Canada, since he came to America, 
twenty-five years ago. He has always worked as a harness-maker. 
He uses alcohol to excesssand periodically gets drunk. He had 
scarlet fever in youth, but gives no history of tonsillitis, rheumatic 
fever, chorea, pleurisy, pneumonia, malaria, or serious injury. He 
has had gonorrhea three times; the last attack was four years ago. 
Fourteen years ago, without any previous local lesion, he had a rash 
which covered his face, body, and hands. There was no itching. 
A few days later he developed sores in his mouth and a sore throat. 
He was treated with mercury by mouth for four months, but has 
had no antisyphilitic treatment since. • Twelve years ago he was 
treated at Rutland, Mass., for pulmonary tuberculosis. During the 
five months there he gained 47 pounds in weight. He is not sure, but 
thinks that tubercle bacilli were found in his sputum on one exami¬ 
nation. After leaving'Rutland he wentdown.tohisformerweightof 
140 pounds and has remained at that figure up to the present illness. 

Present Illness. Duration seven years. In the summer of 1906 
he developed a bloody diarrhea averaging ten to eleven bowel rnove- 
ments daily. These were very loose and bright yellow, and were 
mixed with dark blood at times and often covered with bright, fresh 
blood. At various times he passed pure blood alone and small strings 
of mucous membrane with the'blood. The first, attack of these 
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symptoms lasted three and a half months. There were severe grip¬ 
ing pains in the abdomen, worse before and just after defecation. 
He lost 7 pounds in weight. The attack passed ofF gradually. Ur 
had an attack of the same character of only three days’ duration 
during the following winter. The next summer, 1907, he had a 
second severe attack which lasted two and a half months, during 
which he lost 3 pounds. The following winter he had a third severe 
attack of five months’ duration. During this attack lie went to the 
liar Harbor Hospital, where he remained three weeks, and under a 
restricted diet and medicine by mouth the symptoms gradually 
cleared lip. Since that time, six years ago, he has had repeated 
attacks which come at intervals of about six months, and which last 
from six to eight weeks. The present attack began six months ago 
and has been similar to those described above, except that it was 
more severe. In the last two weeks he has lost 10 pounds in weight. 
He It as no cough, raises no sputum, has no cardiac or renal symp¬ 
toms, and no neurological disturbances, except that lie is nervous 
about his present condition. 

Physical Examination . Temperature pulse SO, respiration 
22. Patient is a well-developed and fairly well-nourished man lying 
flat in bed and apparently comfortable. Skin: negative except for 
slight acne over shoulders and back. Glands: cpitroclilcar, cervical, 
and inguinal; are palpable, but not markedly enlarged. Kyes: an 
irregular corneal scar due to trauma causing an irregular and fixed 
pupil is present on the right; the left pupil reacts to light and accom¬ 
modation. Tongue, teeth, and mouth are essentially negative. 
Thyroid not enlarged. (’best is long and narrow, with some flatten¬ 
ing of the right side anteriorly. Lungs: negative findings. Heart: 
negative findings. Pulses: equal and regular. Blood-pressure: 
systolic 130, diastolic (if). Abdomen: iu the lower right quadrant 
the individual loops of intestine are easily made out through the 
belly wall and are slightly tender to firm pressure. Xo masses are 
felt. Liver not enlarged and the edge is not felt. Spleen not felt. 
Kxtremities negative. Reflexes: deep and superficial are present 
and equal on the two sides. 

Laboratory Examinations. Urine: clear; acid; specific gravity 
1018: no albumin; no sugar; sediment negative. Blood count was 
as follows: hemoglobin 70 per cent., white blood cells 12,200 per 
c.min., polynuclear neutropbiles 5*7 per cent., lymphocytes 3S 
per cent., eosinophiles 5 per cent. Wassennann reaction +++-K 
Spinal fluid: cells 2 per c.min.; globulin (Noguchi) negative; posi¬ 
tive Fehling’s test; Wassennann reaction negative. Stool examina¬ 
tion showed blood and pus mixed with much mucus; no food residue. 
Many examinations failed to show amebic, tubercle bacilli, ova, 
and parasites. Guaiac test was strongly positive. 

llismutk Ilocnfyen-ray Examination. No evidence of gastric or 
duodenal ulcer; some ileal and cecal stasis, a bismuth residue in the 
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ileum after nine hours and in tliecccuin after thirty hours. Koentgen 
rav of chest: no evidence of tuberculosis. There is a slight increase 
in tlte density of the shadow around the root of the right lung. 

I’rodoicuiiic Examination. There is considerable tendcrnesss on 
insertion of the proctoscope and marked pain on slight inflation. 
Nothing abnormal.seen at the sphincter margin. The mucous 
membrane of the rectum is definitely hyperemic and there is a 
surface coating of bloody purulent mucus which can be wipeil olf, 
leaving a granular looking surface epithelium which shows evidence 
of some superficial desquamation. There are no discrete circum¬ 
scribed ulcers made out, but there are numerous small hemorrhages 
iu the mucous membrane. Apparently the rectal wall is thicker, 
firmer, and more rigid than norma), and gives one the impression of 
a leathery consistency. The longer sigmoidoscope reveals much the 
same condition in the lower sigmoid. Smears made from the wall of 
the bowel are negative for tubercle bacilli. 

Tor approximately three weeks the patient’s condition remained 
as at entrance. Stools similar to the admission specimen were 
passed from six to eight times daily. Temperature continued 
normal; pulse averaged 70; respirations 20. Irrigating fluids were 
varied from warm normal salt solution to I to 1000 silver nitrate. 
Patient stated that all of these irrigating fluids and many more had 
been tried in previous attacks without effect. 

Three weeks after admission, treatment with neosalvarsan was 
begun. In the week following the second injection the stools 
averaged two daily, and were yellow brown with an excess of mucus. 
Occasionally fecal masses were found with some undigested footl and 
occasional streaks of blood. Examinations for tubercle bacilli done 
approximately twenty times were always negative. Xeosalvarsan 
was continued tit weekly intervals. 

June 3, seven weeks after admission and one month after the first 
dose of neosalvarsan, proctoscopic examination was repeated by the 
same observer. Mucous membrane of the lower rectum reveals a 
thin coating of pinkish-brown mucus which can be easily wiped 
away. The underlying mucous membrane is less hyperemic than on 
previous examinations, but the surface is still somewhat granular in 
appearance. There are no definite ulcerations. The small punctate 
hemorrhages that wereseen before have disappeared. On the whole 
there has been marked improvement. The mucous membrane is 
less injected and less roughened. No free blood is present anywhere. 
The tenderness and discomfort after the previous examination were 
not noticed this time. 

Patient was discharged from the hospital June!) after a total stay 
of fourteen weeks. During the last three weeks he averaged only 
one movement a day. Improvement in his general condition was 
marked. lie gained weight, his appetite improved, and he felt 
stronger and better in every way, and had no discomfort on going to 
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stool. Hemoglobin rose from 70 to 90 per cent. A stool examined 
on the last clay of his stay in the hospital was large, well formed, dark 
brown, without mucus or blood; microscopic examination negative; 
guaiae test faintly positive. The total amount of neosalvarsan given 
was 4.2 grams. 

For eight months after leaving the hospital the patient was lost 
track of. A letter was received from him February 3, 1914, saying 
that symptoms of his former trouble were reappearing. lie was 
readmitted February 28. 1914. At this time lie stated that for six 
months after leaving the hospital he was perfectly well. About 
Christinas he noticed a beginning frequency of defecation, which 
rapidly grew worse. Blood began to reappear in his stools, and he 
noticed severe griping pain in the lower abdomen. At present he is 
having eight to ten movements daily. He is weak, tired, somewhat 
worried and nervous, has many headaches, and does not sleep well. 
Physical examination shows no points of ditFcrencc from that of first 
admission. Stool: brown; semifluid; no parasites or ova; slight 
amount of mucus and few blood streaks; no tubercle bacilli. 
Wassermann reaction -4—1—|—f- in the serum. 

Sigmoidoscope Examination. Slight tenderness on insertion and 
very little pain on inflation. There is a great deal of mucopusand 
free blood in the lumen of the bowel, and the mucous membrane 
everywhere seems coated with the same material. This is readily 
wiped away, leaving a very injected granular surface which shows 
many punctate hemorrhagic spots and bleeds at a touch. There 
are no definite ulcers. 

Bismuth Enema and Bucntgcn-ray Examination. Examination of 
the colon shows a normal configuration of the cecum, ascending 
colon, transverse colon, splenic flexure, sigmoid flexure, and rectum. 
The lower aspect of the descending colon shows abnormal findings. 
The bismuth enema stops for a few minutes on reaching this point, 
afterward it passes the descending colon abnormally quickly and no 
complete filling of this part of the colon can be demonstrated. This 
is very likely due to spastic contractions of the wall of the descend¬ 
ing colon. The upper portion of the descending colon as well as the 
rest of the colon shows a broad normal filling. The enema does not 
pass the ileocecal valve. Bismuth given by mouth shows a normal 
transport as far as the upper portion of the colon. After three days, 
in spite of several movements, a definite stasis in the descending 
colon is seen. 

.Salvarsau, 0.3 gram, was given March 3. No improvement 
resulted in the number or character of the stools during the next 
ten (lays. A second dose of 0.5 gram was then given, and almost 
immediately the number of stools per day fell to two, and on 
March 18 the stool is described as formed, brown, streaked with 
blood, with a small amount of mucus. Guaiae test positive. 
Bismuth roentgen-ray examination was repeated March 21. About 
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fourteen hours after the bismuth meal a complete filling of the 
cecum, the ascending and transverse colon is to be seen as far as 
the splenic flexure. There is no evidence of stasis at the upper 
portion of the descending colon, as on previous examination. In the 
middle of the descending colon, however, one haustrum shows an 
unusual amount of gas. The examination the following day shows 
a considerable amount of bismuth scattered out in the entire colon. 
There is a considerable amount of gas to be seen in the descending 
colon. A bismuth enema fills the entire colon jis far as the cecum 
without any hindrance. He left the hospital at the end of a three 
weeks’ stay, but was readmitted several times during the following 
weeks for additional salvarsan treatment, staying in the hospital for 
only twenty-four hours. The salvarsan given totaled 4.S grains. 
The last dose was May 23, 1914. He was again seen October 23, 
1914, at which time he reported that he was perfectly well. On 
one or two days he had hud loose movements, but he had passed 
no mucus, pus, or blood. June 20,1915, a letter was received from 
St. Johns, N. II., where lie now lives: “I ain in good physical con¬ 
dition, working thirteen hours a day. My weight is within 4 pounds 
of normal. One month ago I had an attack of diarrhea lasting 
about one week and passed fresh red blood and undigested food, hut 
this soon cleared up without any treatment. At times feces when 
very firm are ribbon-shaped and are passed with difficulty. This 
does not seem to be growing worse.” 

Differential Diagnosis. In this case wc believe that malignant 
disease can be ruled out oil the duration alone, eight years. The 
diagnosis evidently lies between syphilis and tuberculosis. The 
latter we lmve discarded as a probability because of the absence 
during the three years while under our observation of all signs of 
active tuberculosis elsewhere either by physical or roentgen-ray 
examination; the absence of signs of active tuberculosis elsewhere on 
repeated physical examinations at other hospitals; sputum always 
negative for tubercle bacilli; absence of fever, rapid pulse, and night 
sweats; loss of weight was always proportional to the diarrhea; 
stools were always negative for tubercle bacilli; smears made directly 
from the wall of the bowel were negative for tubercle bacilli cm three 
occasions; extreme ehronicity. 

We consider it proved that the patient has syphilis because of the 
history of infection, the general adenopathy, and the persistently 
strongly positive Wassermanu reaction. We also believe the con¬ 
dition to be syphilitic because of the tendency to spontaneous heal¬ 
ing, the distinct improvement locally, and in the general condition 
of the patient following neosalvarsan the relapse followed by definite 
and more lasting improvement under salvarsan, inefficacy of other 
forms of treatment, present excellent general condition of the patient, 
and the absence of symptoms of local active disease. 
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Case II.—II. D. A. Medical No. 34SG. Negro; male; single; 
bom in North Carolina twenty-nine years ago. Admitted to the 
hospital October 11), 1015, complaining of stomach trouble. 

Family Malory. Father, mother, six brothers, and three sisters 
are living and well. Three sisters died in infancy of unknown cause. 
No history of hereditary or contagious diseases in the family. 

Past History. Patient worked as a machinist up to six years ago; 
since then he has worked as a hotel waiter. He had measles, mumps, 
whooping cough, and occasional attacks of tonsillitis as a child. 
There is no history of other diseases or of any injury. No cardio¬ 
respiratory symptoms. Ten years ago he had two attacks of severe 
vertigo which lasted three or four minutes, but has had none since. 
There have been no neuromuscular symptoms, no fainting spells, 
spasms, disturbances of sensation, ataxia, girdle, shooting or muscle 
pains. He had gonorrhea four years ago, followed by no complica¬ 
tions. Six years ago he had a hard genital chancre which was 
treated with mercury by mouth. There was no rash, no sore throat 
or sore mouth, and no loss of hair following this primary lesion. One 
year ago he had an enlarged inguinal gland which was opened and 
drained at this hospital. Nine inontlis ago his best weight was 1S5 
pounds, and lie lost no weight up to the onset of the present trouble. 
Appetite was always good and he could cat anything, llowels were 
usually regular. lie never had nausea, flatulence, vomiting, hema- 
temesis, colic, jaundice, diarrhea, or abnormally colored stools. 

During the past year lie has had some trouble from external 
hemorrhoids. 

Present Illness. Two weeks ago, while going home from work, he 
suddenly became nauseated and vomited. The vomitus was not of 
large amount or dark colored, and contained no blood. lie had no 
pain at any time. During the next few days he continued to work, 
but he vomited once or twice daily. Three days after the first attack 
of vomiting he noticed colicky pain in the epigastrium; this pain did 
not radiate and was not related to meals, but was worse between 
(1 and S r.M. and between 2 and 3 a.m. The pain was not relieved by 
food, and no food would stay down. He had considerable belching 
of gas, which was partially relieved by soda and ginger. One and a 
half weeks ago he gave tip work and went to bed. In a few days the 
pain and vomiting ceased and he went back to work. Two days ago 
the pain and vomiting recurred, forcing him again to stop work. 
During the last day the vomitus was black in color. He was 
markedly constipated. His stools have not been of abnormal color. 
He has had no chills or fever, no cough, dyspnea, edema, or palpi¬ 
tation. 

Physical Examination. A well-developed but poorly nourished 
young negro lying comfortably in bed. Skull, scalp, and skin show 
nothing of interest. Eyes: pupils are equal and regular, reacting 
well to distance. To light they sharply contract and then dilate. 
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There is no photophobia, lamination, nystagmus, ocular palsy, lid 
lag, or cxoptlialmos. No disturbance of vision. Kars: deafness on 
the left side, normal hearing on the right. Mouth: marked pyor¬ 
rhea; no ulcerations and no bleeding. Glands: epitrochlears are 
palpable on the two sides; several cervical glands are palpable in the 
posterior triangles; the inguinals arc palpable on both sides, and 
there is a healed scar of an old incision for bubo on the left. Thorax 
is well developed and symmetrical, with good and equal expansion on 
both sides. Lungs: good resonance and fremitus and normal breath 
sounds throughout. Heart: no abnormalities are made out in size, 
impulse, or sounds. Blood-pressure: systolic 100, diastolic GS. 
Abdomen is symmetrical, level, and tympanic throughout. Xo 
masses are felt. There is slight tenderness on palpation in the epi¬ 
gastrium. Upper border of the liver is at the fifth rib; the edge is 
not felt. Spleen is not palpable and not enlarged to percussion. 
Kidneys are not felt. Reflexes: palate reflex is present, the cre¬ 
masteric and abdominal arc greater on the right than on the left. 
The biceps, triceps, radioperiosteal, knee, and Achilles reflexes are 
not obtained on either side. There is failure to bring the forefingers 
of the hands together accurately with the eyes closed, but the lingcr- 
to-nosc and the heel-to-knec tests arc well performed. There is no 
ankle clonus and no Kernig sign present. Gordon and Oppcnhcim 
rellexes are negative, llomlwrg test slightly positive. Sensation is 
nowhere impaired. Rectal examination: no hemorrhoids; no stric¬ 
ture; prostate is not enlarged or tender; no masses are felt and 
there is no blood on the examining finger. Temperature 9S°, pulse 
SO, respirations 20. Weight 70.0 kg. 

Lulmrnlnr)/ ICxaminalum. Urine: amber; acid; clear; specific 
gravity 1020; no albumin; no sugar; no acetone; no diaeetic acid; 
no bile present. The sediment is negative. Blood: hemoglobin 02 
per cent., white blood cells 7SOO per c.mm. Polynuclear ncutro- 
philes 77 per cent., lymphocytes 22 per cent., no cosinophilcs and no 
basophiles seen. Red blood cells 5,000,000 per c.mm. Wasscrmaim 
reaction ++++. Spinal fluid: clear; S lymphocytes per c.mm.; 
globulin (Noguchi) negative; positive Folding's test; Wasscrmaim 
reaction negative with 2 c.e. Stool: dark, tarry, anil soft; several 
large masses of mucus are present. Guaiae test is positive. Micro¬ 
scopically many red and white blood cells are present, no ova and no 
anieba found. Yomitus: 100 e.c. of dark brown material with gross 
food particles and much mucus; guaiae test positive. Gastric con¬ 
tents on fasting: 70 e.c. of greenish-yellow fluid with some well- 
digested food residue and much mucus. Microscopically a few red 
blood cells and epithelial cells and some starch and fat noted; no 
sardine or lioas-Opplcr bacilli found. Free UC1 absent, total acid 
22; guaiae test positive. Test meal (Ewald one hour): 100 c.e. of a 
pale green fluid with much well-digested food residue but no mucus. 
Guaiae test negative. Microscopically much starch and fat. 
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lioentgen-ray Examination. Standard bismuth meal Riven at 
G A.M. At 10.30 a large trace remained in tlie stomach, the lower 
ileum was filled and a small amount was present in the ascending and 
transverse colon. After a special mixture of malted milk, corn 
starch, and 90 grams of bismuth subcarbonate the stomach was nega¬ 
tive; the pylorus and duodenum were regular in outline. At 9.30 a.m. 
the following day there was a small residue in the terminal portion 
of the ileum, indicating ileal stasis; the larger part of the residue was 
in the descending colon. At 12.30 on the third day a bismuth enema 
showed the sigmoid to be very redundant, one loop reaching the 
height of the splenic flexure. When completely filled the splenic 
flexure was parallel with the descending colon. Hoentgen-ray of the 
chest showed negative findings. 

For two days he was given cracked ice and small amounts of 
milk. Bismuth studies were begun on the fourth day and lasted for 
three days, as noted above. October 24 the patient was put on a 
Lenhartz diet and five days later additions to this diet were made. 
The temperature, pulse, and respirations continued normal. The 
stools continued to show blood, mucus, and occasional pus cells. 

11 is weight fell to GG.7 kg. During the next two weeks there was no 
change in the patient’s condition except that he was having less 
epigastric pain and fewer attacks of vomiting. At the end of this 
period of two weeks diarsenol, intramuscular mercury, and potassium 
iodide were begun. Four days after the first dose of diarsenol all 
pain and vomiting ceased. He was put on house diet, and for the 
first time since admission the stools gave a negative guaiac test, and 
this was repeatedly negative during this admission. He began to 
gain weight, and in ten days he had gained 3.5 kg. A total of 1.4 
grams of diarsenol intravenously, 1.3 grams of succinimidc of 
mercury intramuscularly, and 20 grams of potassium iodide by 
mouth was given. He was discharged November 10,1915, and since 
then has been under antisyphilitic treatment in the outdoor depart¬ 
ment. February IS, 191G, three months later, he was still free from 
symptoms and had gained 10 kg. in weight. A stool specimen 
showed no mucus, pus, or blood, and gave a negative guaiac test. 

In tliis case the history of a primary sore and the general adeno¬ 
pathy and strongly positive Wassermann reaction in the serum made 
us certain that the patient had syphilis. The failure to improve 
under light diet and rest and the remarkable improvement under 
antisyphilitic treatment indicate that syphilis was the cause of the 
condition which he presented. 

It seems impossible to localize the lesion which caused the symp¬ 
toms; however, we believe that the bleeding was not of gastric 
origin, since no blood was noticed in the vomitus until two days 
before entrance, although he had vomited repeatedly. The blood¬ 
stained vomitus was observed only after persistent and continuous 
vomiting. Following the emptying of his stomach, at which time the 
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fluid gave a positive guaiac test, lie was given a test meal which on 
removal one hour later gave a negative guaiac test. The stools con¬ 
tained well-preserved red blood cells, pus cells, and mucus. Bismuth 
roentgen-ray showed no evidence of ulceration in the stomach or 
the duodenum. 

No systematic attempt has been made to review the literature 
on this subject, but all the standard medical and surgical text-books, 
including the various systems of medicine, surgery, and syphilis, 
have been consulted. The opinion is uniformly expressed that 
syphilis of the stomach is uncommon and that syphilis of the intestine 
is extremely rare. 


DIVERTICULUM OF THE DUODENUM, WITH A REPORT OF A 
CASE DIAGNOSED DURING LIFE AND 'SUCCESSFULLY 
OPERATED ON . 1 

By Seymour Basch, M. D., 

CLINICAL PROFESSOR OF MEDICINE. FOKDIIAU UNIVERSITYJ ATTENDING PHYSICIAN TO 
THE LEBANON* HOSPITAL; AND ATTENDING OASTRO-ENTEROLOGIST TO THE 
PHILANTHROPIC HOSPITAL. NEW YORK CITY. 

Diverticulum of the duodenum is a rare condition and one not 
well known to the profession in general. It has no characteristic 
clinical symptomatology and, until the most recent advances in 
radiological diagnosis, its presence was revealed only during a 
postmortem examination. The writer therefore feels tliat the fol¬ 
lowing case, diagnosed during life and successfully operated on, is 
of suffeient interest to be herewith reported. 

Case History. —J. L.; female; single; aged thirty-six years; 
fire insurance agent. Referred by Dr. S. Rosenberg. Patient was 
first seen by me January 5, 1915, when she gave the following 
history: f-Ai !. . 

Her family were all rheumatic and very nervous; her mother 
and one brother died of heart disease. She was left very much 
to nurses, her dietary neglected, and she remembers that she 
was a weak, anemic child, very constipated, and often troubled with 
indigestion. She had had no acute illnesses since childhood, though 
always thin and pale. Her constipation has persisted despite manifold 
measures and drugs, and she has often passed large amounts of thick, 
ropy mucus, with or without feces. In addition, since childhood, 
she has been troubled more or less with “sour stomach” (heart¬ 
burn, acid belching, distention, flatulence, etc.), particularly after 

* Read at the Nineteenth Annual Meeting of the American Gastroenterological 
Association, at Washington. D. C. 



